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CARDIOTHORACIC IMAGINGAn extreme case of aortic root pseudoaneurysm after allograft root
replacement: A technical challengeSyed T. Hussain, MD, Eugene H. Blackstone, MD, and G€osta B. Pettersson, MD, PhDFIGURE 2. Preoperative echocardiogram (in diastole) showing poorly
seated allograft (black arrows) with extensive dehiscence, leading to
aorto-annular discontinuity and a pseudoaneurysm behind the allograft
communicating with the left ventricle (white arrow). Aortic valve regurgi-
tation is trivial. Yellow arrow shows vein graft to left main coronary button;
asterisks mark native LVOT.Video clip is available online.
A 45-year-old woman presented with an aortic root pseudo-
aneurysm after having undergone 3 aortic valve operations
during the previous 12 months at an outside facility, the
last 2 of which were allograft aortic root replacements.
The initial surgery was simple aortic valve replacement.
She returned after 3 months with prosthetic valve endocardi-
tis, for which she underwent allograft aortic root replace-
ment. Five weeks later, she required another reoperation
and allograft root replacement for a root pseudoaneurysm.
This time, the left coronary button could not be mobilized
but was connected with a vein graft. The reoperation did
not resolve her shortness of breath. Repeat imaging showedFIGURE 1. Preoperative imaging showing circumferential dehiscence of the a
Computed tomography image (corono-sagittal view) showing a large contrast-fil
Another communicating cavity (43 2 cm) is along the posterior aspect of the pr
the LVOT.White arrow shows the vein graft connecting the left main coronary b
cavity. The left atrium is severely compressed by the large cavity (large arrow
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3232 The Journal of Thoracic and Cardiovascular Surcircumferential dehiscence of the allograft and a huge pseu-
doaneurysm surrounding the allograft and compressing the
left atrium (Figures 1 and 2 and Video 1). The allograft itself
had only trivial valve regurgitation. Severely symptomatic,
declined for additional surgery, and advised to go to hospice,
she presented to our center and underwent her fourth cardiac
operation. At reentry, the pseudoaneurysm was surrounding
the allograft and expanding posteriorly toward the left
above the left atrium, which was compressed and pushed
downward. The allograft was circumferentially dehiscedllograft and compression of the left atrium by a large pseudoaneurysm. A,
led cavity (93 6 cm) above the left atrium, communicating with the LVOT.
oximal ascending aorta. Asterisk shows the separation of the allograft from
utton to the aorta. B, Axial view. Small arrows point to the pseudoaneurysm
). LVOT, Left ventricular outflow tract.
gery c December 2014
Hussain et al Cardiothoracic Imagingand had no contact with the original annulus and left
ventricular outflow tract (LVOT). The old allograft and
foreign material were removed, and a new allograft was
implanted and sutured to the true annulus and LVOT,The Journal of Thoracic and Caridentified by the 2 trigones and the base of the anterior
mitral leaflet, thus excluding the pseudoaneurysm. Her
postoperative course was uneventful, and a predischarge
echocardiogram demonstrated a competent allograft valve.diovascular Surgery c Volume 148, Number 6 3233
